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PARKINSON’S DISEASE CONTINUOUS
MONITORING AND THERAPY SYSTEM

CROSS-REFERENCE TO RELATED
APPLICATIONS

This application is a continuation of co-pending U.S.
patent application Ser. No. 13/185,302, filed on Jul. 18,2011,
which was a continuation-in-part of the U.S. patent applica-
tion Ser. No. 11/082,668, filed Mar. 17, 2005, and which
issued as U.S. Pat. No. 8,187,209 on May 29, 2012.

STATEMENT REGARDING
FEDERALLY-SPONSORED RESEARCH OR
DEVELOPMENT

The U.S. Government has a paid-up license in this inven-
tion and the right in limited circumstances to require the
patent owner to license others on reasonable terms provided
for by the terms of grant numbers 1R43NS043816,
2R44NS043816, and 1R43AG0347081 awarded by the
National Institutes of Health.

BACKGROUND OF THE INVENTION

1. Field of the Invention

The present invention relates to a movement disorder
monitor, and a method of measuring the severity ofa subject’s
movement disorder. More particularly, it preferably relates to
a monitor and method for the continuous monitoring of a
movement disorder. The present invention further, optionally,
uses the monitor and method of the present invention to titrate
oradjust a treatment delivery system including the delivery of
drugs or electrical stimulation for treating or dosing a subject
in response to changes in the severity of a subject’s symp-
toms. The device and method disclosed herein further relate
to monitoring symptoms of movement disorders, such as
those associated with Parkinson’s disease (PD), essential
tremor, dystonia, and Tourette’s syndrome, including tremor,
bradykinesia, rigidity, gait/balance disturbances, and dyski-
nesia. Because essential tremor and PD are two of the most
prevalent and life-altering types of movement disorders,
essential tremor and PD will be the central examples used in
describing the present invention. However, the device and
method disclosed herein are equally adaptable for use in
monitoring and assessing symptoms of any of the movement
disorders mentioned herein or any other movement disorder
that involves an inability to control movement of the body’s
extremities.

2. Technology Review

Parkinson’s disease is characterized by unnatural motor
movements. Most frequently these symptoms are manifested
in the form of tremor, bradykinesia and/or rigidity of a sub-
ject’s upper extremities. However, other symptoms associ-
ated with PD include negative effects on gait, balance,
speech, olfaction, sleep and cognition. These symptoms are
partly responsible for the subject’s functional disability and
social embarrassment. Various treatments have been devel-
oped to alleviate many of the symptoms of PD. The treat-
ments can involve pharmaceutical interventions, fetal cell
transplants, surgery, or electrical stimulation, such as deep
brain stimulation (DBS) or functional electrical stimulation
(FES), in some of these disorders. The efficacy of these inter-
ventions is often judged by the interventions’ ability to alle-
viate patient symptoms and improve their quality of life.
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2

Furthermore, the efficacy of these interventions often varies
greatly throughout the course of a single day, and throughout
the course of treatment.

Tremors are one of the most common symptoms associated
with movement disorders. They are involuntary muscle con-
tractions characterized by oscillations of a body part. Tremor
of the hands can be cosmetically upsetting and affect func-
tional tasks such as grasping of objects. Resting tremors
usually occur at frequencies of approximately 4-7 Hz while
the frequency of action of postural tremors is higher, usually
between 9-11 Hz. Tremor is a symptom often targeted by
treatment. The standard clinical method for analyzing rest
and postural or action tremor is qualitative assessment by a
clinician and assignment of a score.

Bradykinesia refers to delays or hesitations in initiating
movements and slowness in executing movements. The stan-
dard clinical method for analyzing bradykinesia is qualitative
assessment by a clinician and assignment of a score. This
score is assigned while the subject completes a repetitive
finger-tapping task, a repetitive hand opening-closing task,
and a pronation-supination task. Objective assessment by this
means is difficult and variable. It has been found that move-
ment rate and time are useful in better characterizing bradyki-
nesia.

Rigidity occurs because muscles of the body are overly
excited. The neurons involved in inhibition circuitry have
died due to Parkinson’s disease and muscles may receive
continuous excitation. Rigidity causes the joints of the subject
to become stiff and decreases range of motion. During normal
movement, an agonist muscle contracts while the antagonist
muscles relax. However, due to the constant motor unit input,
the antagonist is unable to relax. Again, the standard clinical
method for analyzing rigidity is qualitative assessment by a
clinician and assignment of a score. To do so a clinician
passively moves the subject’s joints through a range of
motion while the subject relaxes.

Dyskinesias are also one of the most common and dis-
abling complications of chronic drug therapy. Dyskinesias
are wild involuntary movements that typically occur when the
benefit from the drug therapy is at its maximum. Clinical
assessment of dyskinesias typically relies on self-reporting
by the subject. There is a great need to objectively quantify
these involuntary movements in view of the growing number
of pharmacologic agents and surgical procedures to improve
dyskinesia.

Gait and balance disturbances are also one of the more
severe symptoms of movement disorders. In addition to the
obvious effects on a subject’s daily living such as mobility
and independence, gait and balance disturbances may also
lead to falls and additional physical and emotional trauma for
suffering subjects. Such disturbances are also subject to a
great deal of variance throughout the course of a single day,
even while treated, making them difficult to control without a
detailed understanding of each individual’s disorder.

Standard clinical evaluation involves qualitative assess-
ment of these symptoms. The current standard in evaluating
the severity of movement disorder symptoms in Parkinson’s
disease is the Unified Parkinson’s Disease Rating Scale (UP-
DRS)used to score motor tests, many of which involve repeti-
tive movement tasks such as touching the nose and drawing
the hand away repeatedly, or rapidly tapping the fingers
together. A battery of exercises, typically a subset of the upper
extremity motor section of the UPDRS, is normally com-
pleted during sessions to evaluate medication and DBS effi-
cacy, while a clinician qualitatively assesses symptoms. Each
test is evaluated by a clinician based solely on subjective
visual observation and graded on a scale that ranges from 0
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(normal) to 4 (severe). Like the UPDRS, the Tremor Research
Group Essential Tremor Rating Assessment Scale (TET-
RAS), Washington Heights-Inwood Genetic Study of Essen-
tial Tremor (WHIGET) tremor rating scale, and Fahn-Tolosa-
Marin tremor rating scale (TRS) are also used to evaluate
essential tremor on a 0-4 scale.

In an effort to make these ratings more objective, recently
some efforts have been made to quantify symptoms of move-
ment disorders. Accelerometers and gyroscopes have been
used individually to quantify some of these movement disor-
der symptoms, however, alone each sensor has limitations.
Accelerometers operate in response to the local gravitational
field; therefore they often have problems in separating
changes in linear acceleration from rotation. Further, results
of'a second integration required to obtain linear position are
often contaminated with noise, making measurement difficult
at best. Gyroscopes measure angular velocity independent of
gravity with a good frequency response; however, static angu-
lar position cannot be measured accurately due to DC drift
characteristic with these devices. Combining the information
from both accelerometers and gyroscopes can provide a more
accurate method of quantifying motion.

Currently, many systems are tethered or bulky, which
reduces patient safety, limits home monitoring capabilities,
and does not allow for recording of some movement disorder
symptoms. Additionally, none of the current systems have
software to distinguish symptoms such as tremor and dyski-
nesia from activities of daily living (ADL), and relate them to
standard rating scales such as the UPDRS or TRS. Finally,
none of these systems have clinical video instruction or real-
time clinical video feedback during continuous monitoring of
movement disorders. In all of the treatment methods listed
above, it is clear that improved outcomes and management of
movement disorder symptoms could be achieved ifa clinician
were able to obtain objective data on a subject’s symptoms
beyond that which could be observed in the relatively short
time period during which a subject sees a physician or other
clinician during a standard office visit.

Accordingly, it is an object of the present invention to
provide a device and method for accurately quantifying
symptoms of movement disorders. It is still another object of
the present invention to provide a system, which accurately
quantifies symptoms utilizing both kinetic information and
electromyography (EMG) data. It is further an object of the
present invention to provide a wireless movement disorder
system that can be worn continuously to provide continuous
information to be analyzed as needed by the clinician. It is still
further another object of the present invention to provide a
movement disorder system that can provide analysis in real-
time. It is still further another object of the present invention
to provide a movement disorder system to allow for home
monitoring of symptoms in subject’s with these movement
disorders to capture the complex fluctuation patterns of the
disease over the course of days, weeks, months, or years. It is
still further another object of the present invention to correlate
a subject’s symptoms with certain physiological, environ-
mental and other factors, as well as the subject’s assessment
ot'his or her symptoms. It is still further another object of the
present invention to distinguish between movement disorder
symptoms and activities of daily living based at least in part
on the quantitative recorded movement data. It is still further
another object of the present invention to maximize subject
safety. It is still further an object of the present invention to
provide a system with clinical video instruction and real-time
clinical video feedback. It is still further an object of the
present invention to provide a treatment delivery system that
can monitor symptoms in subject’s and deliver treatment in
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response to those symptoms. Finally it is the object of the
present invention to provide remote access between the cli-
nician and subject.

SUMMARY OF THE INVENTION

The present invention relates to a movement disorder
monitor, and a method of measuring the severity of a subject’s
movement disorder. The present invention additionally
relates to a treatment delivery system including electrical
stimulation and/or drugs for treating or dosing a subject in
response to changes in the severity of a subject’s symptoms.
The present invention further provides for a system and
method, which can accurately quantify symptoms of move-
ment disorders, utilizing continuously obtained kinetic infor-
mation from accelerometers and/or gyroscopes, and option-
ally from electromyography (EMG) data. The present
invention still further provides for a system and method for
providing continuous information to be analyzed as needed
by the clinician, accurately distinguishing between symp-
toms of movement disorders and activities of daily living,
relating quantified symptoms to a standard clinical rating
scale, and correlating a subject’s symptoms with certain
physiological, environmental and other factors, such as the
subject’s assessment of his or her symptoms. The present
invention still further provides for home monitoring of symp-
toms in subjects with movement disorders in order to capture
the complex fluctuation patterns of the disease over the course
of'days, weeks, months, or years, to further maximize subject
safety and provide remote access between the clinician and
subject.

A number of embodiments of the present invention are
envisioned in this disclosure. The following embodiments are
examples of the many embodiments encompassed by the
present invention, but do not in any way limit the many other
embodiments covered by this disclosure.

In one embodiment, the present invention includes a por-
table movement disorder device for measuring severity of a
subject’s movement disorder comprising a first sensor for
measuring a subject’s external body motion having a signal
related to the external body motion; and a second sensor for
measuring a subject’s electrical muscle activity wherein the
severity of the subject’s movement disorder is calculated
based in part on the signals of the first and second sensors.

In another embodiment, the present invention includes a
method of measuring severity of a subject’s movement dis-
order comprising the steps of measuring a subject’s external
body motion; transmitting wirelessly a signal based in part on
the subject’s measured external body motion; receiving the
wirelessly transmitted signal; and scoring the severity of a
subject’s movement disorder based in part on the wirelessly
transmitted signal.

In still another embodiment, the present invention includes
aportable movement disorder device or system for measuring
severity of a subject’s movement disorder comprising at least
one sensor having a signal for measuring a subject’s external
body motion or physiological signal associated with a move-
ment disorder; at least one processor for receiving the signal,
and calculating the severity of the subject’s movement disor-
der in real time.

In still another embodiment, the present invention includes
aportable movement disorder device or system for measuring
severity of a subject’s movement disorder comprising at least
one sensor having a signal for measuring a subject’s external
body motion or physiological signal associated with a move-
ment disorder; recording that data to memory on the device,
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downloading that data to a computer at a later time and
calculating the severity of the subject’s movement disorder.

In still another embodiment, the present invention includes
a drug delivery system comprising at least one sensor having
a signal for measuring a subject’s external body motion or
physiological signal associated with a movement disorder; an
actuator which allows a medication to be delivered from a
reservoir external to the subject to a point internal to the
subject; and a closed-loop control system for activating and
deactivating the actuator based in part on the signal from the
at least one sensor.

In still another embodiment, the present invention includes
a system for quantifying symptoms of a subject having a
movement disorder comprising: a movement measuring
apparatus for acquiring movement data corresponding to
movement of a subject comprising at least one sensor; a
processor in communication with the movement measuring
apparatus capable of using a trained algorithm to calculate a
score correlated at least in part to a clinician’s standardized
movement assessment rating score; and a device for output-
ting or otherwise communicating the score calculated by the
trained algorithm to a clinician or other user for review and
analysis, wherein the trained algorithm has been trained to
distinguish at least in part between voluntary and involuntary
movement, and between postural and kinetic tremor.

In still another embodiment, the present invention includes
a system for quantifying tremor during activities of daily
living in the home, comprising: a movement measuring appa-
ratus for continuously acquiring movement data correspond-
ing to continuous movement of a subject and comprising at
least one sensor; a processor in communication with the
movement measuring apparatus capable of using a trained
algorithm to calculate a score correlated at least in part to a
clinician’s standardized rating score; and a device for output-
ting or otherwise communicating the score calculated by the
trained algorithm to a clinician or other user for review and
analysis, wherein the trained algorithm has been trained to
distinguish at least in part between voluntary and involuntary
movement, and between postural and kinetic tremor.

In still another embodiment, the present invention includes
a method for quantifying tremor during activities of daily
living in the home, comprising the steps of: providing a move-
ment measuring apparatus comprising at least one sensor;
acquiring movement data continuously from a subject wear-
ing the movement measuring apparatus, the movement data
corresponding to continuous movement of the subject; trans-
mitting the movement data from the movement measuring
apparatus to a processor; processing, with the processor, the
movement data using a trained algorithm to calculate a score
that correlates to a clinician’s standardized rating score; and
outputting the score calculated by the trained algorithm to a
clinical device or user for review and analysis, wherein the
trained algorithm has been trained to distinguish at least in
part between voluntary and involuntary movement, and
between postural and kinetic tremor.

In still another embodiment, the present invention includes
a system for quantifying symptoms of a subject having a
movement disorder comprising: a movement measuring
apparatus for acquiring movement data corresponding to
movement of a subject comprising at least one sensor; a
trained algorithm for distinguishing at least in part between
voluntary and involuntary movement, and between postural
and kinetic tremor; a processor in communication with the
movement measuring apparatus capable of using the trained
algorithm to calculate a score correlated at least in part to a
clinician’s standardized rating score; and a device for output-
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ting or otherwise communicating the score calculated by the
trained algorithm to a clinician or other user for review and
analysis.

In still another embodiment, the present invention includes
a system for quantifying tremor during activities of daily
living in the home, comprising: a movement measuring appa-
ratus for continuously acquiring movement data correspond-
ing to continuous movement of a subject comprising at least
one sensor; a trained algorithm for distinguishing at least in
part between voluntary and involuntary movement, and
between postural and kinetic tremor; a processor in commu-
nication with the movement measuring apparatus capable of
using the trained algorithm to calculate a score correlated at
least in part to a clinician’s standardized rating score; and a
device for outputting or otherwise communicating the score
calculated by the trained algorithm to a clinician or other user
for review and analysis.

In still another embodiment, the present invention includes
a method for quantifying symptoms of a subject having a
movement disorder comprising the steps of: providing a
movement measuring apparatus comprising at least one sen-
sor, acquiring movement data from a subject wearing the
movement measuring apparatus, the movement data corre-
sponding to movement of the subject; transmitting the move-
ment data from the movement measuring apparatus to a pro-
cessor; training an algorithm to distinguish at least in part
between voluntary and involuntary movement, and between
postural and kinetic tremor; processing, with the processor,
the movement data using the trained algorithm to calculate a
score that correlates to a clinician’s standardized rating score;
and outputting the score calculated by the trained algorithm to
a clinician or other user for review and analysis.

In still another embodiment, the present invention includes
a method for quantifying tremor during activities of daily
living in the home, comprising the steps of: providing a move-
ment measuring apparatus comprising at least one sensor;
acquiring movement data continuously from a subject wear-
ing the movement measuring apparatus, the movement data
corresponding to continuous movement of the subject; trans-
mitting the movement data from the movement measuring
apparatus to a processor, training an algorithm to distinguish
at least in part between voluntary and involuntary movement,
and between postural and kinetic tremor; processing, with the
processor, the movement data using the trained algorithm to
calculate a score that correlates to a clinician’s standardized
rating score; and outputting the score calculated by the
trained algorithm to a clinician or other user for review and
analysis.

Additional features and advantages of the invention will be
set forth in the detailed description which follows, and in part
will be readily apparent to those skilled in the art from that
description or recognized by practicing the invention as
described herein, including the detailed description which
follows, the claims, as well as the appended drawings.

It is to be understood that both the foregoing general
description and the following detailed description are merely
exemplary of the invention, and are intended to provide an
overview or framework for understanding the nature and
character of the invention as it is claimed. The accompanying
drawings are included to provide a further understanding of
the invention, and are incorporated in and constitute a part of
this specification. The drawings illustrate various embodi-
ments of the invention; and together with the description
serve to explain the principles and operation of the invention.

BRIEF DESCRIPTION OF THE DRAWINGS

FIG. 1. Electrical schematics of gyroscopes useful in the
present invention: a) and b) are schematics of single-axis
gyroscopes; and ¢) dual-axis gyroscope.
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FIG. 2. Electrical schematics of accelerometers useful in
the present invention: a) single-axis accelerometer; b) dual-
axis accelerometer, and c) three-axis accelerometer.

FIG. 3. Block Diagram of the Patient Worn sensor board
unit

FIG. 4. Block Diagram of the Patient Worn transceiver
module unit.

FIG. 5. Schematic showing placement of various compo-
nents of the movement disorder device with an external sen-
sor module for the hand and EMG electrodes.

FIG. 6. Graphic depiction of a subject showing possible
movement disorder device units over the whole body in dif-
ferent embodiments of the present invention.

FIG. 7. Flow chart of preferable preprocessing steps.

FIG. 8. Schematic showing various system components of
the movement disorder device.

FIG. 9. Flow diagrams of system in continuous operating
mode: a) to generate subject reports; and b) with home moni-
toring and a central database.

FIG. 10. Flow diagram of system in task operating mode.

FIG. 11. Flow diagram of system in a combination operat-
ing mode.

FIG.12. Flow diagram for one embodiment of the software
used in the present invention.

FIG. 13. Flow diagram for one embodiment of a closed-
loop drug delivery system of the present invention.

FIG. 14. Schematic showing placement of various compo-
nents of closed loop drug delivery system with an implantable
reservoir.

FIG. 15. Schematic showing placement of various compo-
nents of closed loop drug delivery system with an external
reservoir to transcutaneous delivery.

FIG. 16. Schematic showing closed-loop deep brain stimu-
lation system.

FIG. 17. Graphic depiction of continuous home movement
recording and treatment tuning with the ability for remote
clinician intervention.

FIG. 18. Flow diagram for one embodiment of a trained
algorithm to score and distinguish between movement disor-
der symptoms and activities of daily living.

DESCRIPTION OF THE PREFERRED
EMBODIMENT

The present invention relates to a movement disorder
monitor, and a method of measuring the severity ofa subject’s
movement disorder. The present invention additionally
relates to a treatment delivery system including electrical
stimulation and/or drugs for treating or dosing a subject in
response to changes in the severity of a subject’s symptoms.

The devices, systems and methods of the various embodi-
ments of the present invention are used to analyze, score, and
treat various movement disorders. Movement disorders for
purposes of this application include but are not limited to
Parkinson’s disease (PD) and essential tremor. Some of the
treatments used for these disorders involve pharmaceutical
interventions, fetal cell transplants, surgery, or electrical
stimulation, such as deep brain stimulation (DBS) or func-
tional electrical stimulation (FES). The efficacy of these inter-
ventions is often judged by the interventions’ ability to alle-
viate patient symptoms and improve their quality of life.
Furthermore, the efficacy of these interventions often varies
greatly throughout the course of a single day, and throughout
the course of treatment. The subject on which the devices,
system or method is used is a human or other form of animal.

The devices of the various embodiments of the present
invention are preferably portable. By portable it is meant
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among other things that the device is capable of being trans-
ported relatively easily. Further, it is relatively easy for the
device to be carried by a single person, generally in a carrying
case to the point of use or application. Furthermore the device
preferably should be relatively light-weight. By relatively
light-weight, preferably the device weighs less than about 3
Ibs., more preferably less than about 2 1bs., even more pref-
erably less than about 1 Ib., even more preferably less than
about 0.5 1bs., still more preferably less than about 0.1 lbs.,
and most preferably less than about 20 grams. By being
light-weight and further compact, the device should gain
greater acceptance for use by the subject. The system for
measuring and calculating the severity of the symptoms
including external computers preferably weighs less than
about 15 lbs., more preferably less than about 10 lbs., even
more preferably less than about 5 Ibs., still more preferably
less than about 2 lbs., still even more preferably less than
about 1 Ib., and most preferably less than about 0.5 Ibs. This
system more preferably can fit in a reasonably sized carrying
case so the patient or their caregiver can easily transport the
system.

Another advantage of the system(s) and method(s) of the
present invention is the ability to determine or calculate the
severity of a subject’s symptoms in real time. By real time it
is meant that within 30 minutes the severity of a subject’s
symptoms can be calculated or determined. Preferably, the
subject’s symptoms can be calculated or determined in less
than about 30 seconds, more preferably in less than about 1
second, even more preferably in less than about 0.1 seconds,
even more preferably in less than about 0.01 seconds, and
most preferably in less than about 1 microsecond.

Another advantage of the systems and methods of the
present invention is the ability to distinguish the subject’s
symptoms from activities of daily living during analysis of
the recorded movement data. Such symptoms may include
tremor, bradykinesia, rigidity, gait/balance disturbances, and
dyskinesias. Activities of daily living may include, but are not
limited to, folding laundry, handwriting, eating, dressing,
self-care, and the like. Such activities are routine tasks not
otherwise defined as a test task by one of the standardized
rating assessment scales like the UPDRS or TRS. When
movement data is continuously collected from a subject for
extended periods of time and away from a clinician’s office,
such as during activities of daily living, recorded movement
will be both voluntary and involuntary. Sometimes voluntary
and involuntary motion can occur at the same time, such as
when a subject suffering from tremor voluntarily moves his
hand. Preferably, the system and method of the present inven-
tion can use the continually recorded movement data to dis-
tinguish voluntary and involuntary motion, as well as deter-
mine what activities or tasks were performed. Preferably, by
distinguishing motion resulting solely from activities of daily
living and motion resulting from disorder symptoms, analysis
of the movement data can better quantify the severity of the
subject’s symptoms. Even more preferably, this analysis can
be done in real-time, so as to alert a clinician to any recorded
changes in a subject’s symptoms and/or automatically tune a
treatment delivery device while continuing to record activi-
ties of daily living.

The devices of the various embodiments of the present
invention can form part of a system for use by a physician,
veterinarian, technician or clinician for analysis or evaluation
of a subject’s movement disorder, for pharmaceutical
research; or for delivery of pharmaceutical compounds. Other
elements of this system may include but are not limited to
receivers, routers, communication devices, processors, dis-
plays, drug delivery devices, electrical stimulators (both
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external and internal), databases, algorithms, and the like,
some of which are described further in various embodiments
described in more detail below.

Various embodiments of the present invention may include
a sensor for measuring a subject’s external body motion.
Many types of sensors are known by those skilled in the art for
measuring external body motion. These sensors include but
are not limited to accelerometers, gyroscopes, magnometers,
resistive bend sensors, load cells, combinations thereof, and
the like. The part of the body wearing the sensor and being
measured for motion may be a limb (as at a wrist, ankle, heel,
thigh, or finger) or may be the trunk of the body (as at a
shoulder, waist, or torso) or according to other techniques
known to those skilled in the art. In most embodiments, a
combination using at least three axes each of an accelerom-
eter and gyroscope (either as individual or multiple devices)
is preferably used at a combination of limb and trunk loca-
tions.

FIGS. 1a and 15 are electrical schematic diagrams for two
embodiments of a single-axis gyroscope 8 used as a sensor or
in a sensor of the present invention. The sensor element 10
functions on the principle of the Coriolis Effect and a capaci-
tive-based sensing system. Rotation of the sensor 10 causes a
shift in response of an oscillating silicon structure resulting in
a change in capacitance. An application specific integrated
circuit (ASIC) 14, using a standard complimentary metal
oxide semiconductor (CMOS) manufacturing process,
detects and transforms changes in capacitance into an analog
output voltage 16, which is proportional to angular rate. The
sensor element design utilizes differential capacitors and
symmetry to significantly reduce errors from acceleration and
off-axis rotations. FIG. 1c is an electrical schematic for one
embodiment of a dual axis gyroscope 9 also based on the
Coriolis Effect as described for FIGS. 1a and 15. The pre-
ferred three axis combination can be achieved by any combi-
nation and orientation of three single-axis sensors, a single-
axis and dual-axis sensor, a single three-axis sensor (not
shown for a gyroscope), two dual-axis sensors where the
repeated axis is averaged, or other combinations and orienta-
tions known to those skilled in the art which produce orthogo-
nal yaw, pitch, and roll measurements.

FIG. 2a is an electrical schematic diagram for one embodi-
ment of a single axis accelerometer of the present invention.
The accelerometer 20 is fabricated using a surface micro-
machining process. The fabrication technique uses standard
integrated circuit manufacturing methods enabling all signal
processing circuitry to be combined on the same chip with the
sensor 22. The surface micromachined sensor element 22 is
made by depositing polysilicon on a sacrificial oxide layer
that is then etched away leaving a suspended sensor element.
A differential capacitor sensor is composed of fixed plates
and moving plates attached to the beam that moves in
response to acceleration. Movement of the beam changes the
differential capacitance, which is measured by the on chip
circuitry. All the circuitry 24 needed to drive the sensor and
convert the capacitance change to voltage is incorporated on
the chip requiring no external components except for standard
power supply decoupling. Both sensitivity and the zero-g
value are ratiometric to the supply voltage, so that ratiom-
eteric devices following the accelerometer (such as an analog
to digital converter (ADC), etc.) will track the accelerometer
if the supply voltage changes. The output voltage (VOUT) 26
is a function of both the acceleration input and the power
supply voltage (VS).

FIG. 2b1s an electrical schematic diagram for one embodi-
ment of a dual axis accelerometer of the present invention.
The dual axis acceleration measurement system 30 is on a
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single monolithic IC. They contain a polysilicon surface-
micromachined sensor and signal conditioning circuitry to
implement an open-loop acceleration measurement architec-
ture. For each axis 32, 34 an output circuit converts the analog
signal to a duty cycle modulated (DCM) digital signal that can
be decoded with a counter/timer port 36 on a microprocessor.
The dual axis accelerometer is capable of measuring both
positive and negative accelerations. The sensor 30 is a surface
micromachined polysilicon structure built on top of the sili-
con wafer. Polysilicon springs suspend the structure over the
surface of the wafer and provide a resistance against accel-
eration forces. Deflection of the structure is measured using a
differential capacitor that consists of independent fixed plates
and central plates attached to the moving mass. The fixed
plates are driven by 180-degree out of phase square waves.
Acceleration will deflect the beam and unbalance the differ-
ential capacitor, resulting in an output square wave whose
amplitude is proportional to acceleration. Phase sensitive
demodulation techniques are then used to rectify the signal
and determine the direction of the acceleration. The output of
the demodulator 33, 35 drives a duty cycle modulator (DCM)
37 stage through a 32 kOhm resistor 38. At this point a pin is
available on each channel to allow the user to set the signal
bandwidth of the device by adding a capacitor. This filtering
improves measurement resolution and helps prevent aliasing.
After being low-pass filtered, the analog signal is converted to
a duty cycle modulated signal by the DCM stage 37. A single
resistor sets the period for a complete cycle (T2). A 0 g
acceleration produces a nominally 50% duty cycle. The
acceleration signal can be determined by measuring the
length of the T1 and T2 pulses with a counter/timer or with a
polling loop using a low cost microcontroller.

FIG. 2¢ is an electrical schematic diagram for one embodi-
ment of a three-axis accelerometer of the present invention.
The three-axis accelerometer system contains a polysilicon
surface micromachined sensor 41 and signal conditioning
circuitry to implement an open-loop acceleration measure-
ment architecture. The sensor is a polysilicon surface micro-
machined structure built on top of a silicon wafer. Polysilicon
springs suspend the structure over the surface ofthe wafer and
provide a resistance against acceleration forces. Deflection of
the structure is measured using a differential capacitor that
consists of independent fixed plates and plates attached to the
moving mass. The fixed plates are driven by 180° out-of-
phase square waves. Acceleration deflects the moving mass
and unbalances the differential capacitor resulting in an ana-
log sensor output 42 whose amplitude voltage is proportional
to acceleration. Phase-sensitive demodulation techniques are
then used to determine the magnitude and direction of the
acceleration. The demodulator output 43 is amplified 44 and
brought off-chip through a 32 k€2 resistor 45. The user may
then set the signal bandwidth of the device by adding a
capacitor 46. This filtering improves measurement resolution
and helps prevent aliasing. As described for gyroscopes, any
combinations and orientations of single, dual, and three-axis
accelerometers may be used known to those skilled in the art
in order to obtain accelerometric data in three orthogonal
directions.

FIG. 3 is a block diagram for one embodiment of the
subject worn sensor unit. FIG. 3 shows a kinetic sensor board
50 (or subject worn external sensor) of the present invention.
The kinetic sensor board 50 is preferably configured with
both an accelerometer and a gyroscope for quantifying the
subject’s motion. In this particular embodiment, the kinetic
sensor board 50 consists of three gyroscopes 51 and three
orthogonal accelerometers 52. The kinetic sensor board also
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includes a microprocessor (Texas Instruments mSP430-169)
53 and a power interface section 56.

FIG. 4 is a block diagram for one embodiment of the
subject worn transceiver module 64. The transceiver module
includes a blue tooth radio (not shown, but preferably EB100
A7 Engineering) to provide wireless communications with
the patient PC, EMG amplifier and data acquisition circuitry
(not shown), on board memory (not shown), a microprocessor
70 (Analog Devices ADUC7020), and a battery power supply
(lithium powered) 66 that supplies power to both the trans-
ceiver module 64 and one or more external sensor modules
50. The transceiver module also includes a USB port 61 to
provide battery recharging and serial communications with
the patient PC. The transceiver module also includes a push
button input 67. The transceiver module also includes a
LEMO connector 68 to attached EMG electrode leads to the
module.

FIG. 5 illustrates one possible embodiment of the subject
55 worn components of the system combining the sensor
board 50 and the transceiver module 64. The sensor board 50
is worn on the subject’s 55 finger 51 and the transceiver
module 64 is worn on the subject’s 55 wrist 63. The trans-
ceiver module 64 and one or more external sensor modules 50
are connected by a thin multi-wire leads 54. The transceiver
module 64 in this embodiment connects to one or more elec-
trodes 60 used to measure EMG.

FIG. 6 illustrates possible sensor locations of a movement
measuring device for different embodiments of the present
invention utilizing full body motion. The subject 55 in this
particular embodiment is wearing six sensor units 531-536
comprising accelerometers and gyroscopes (both not shown,
but described in more detail herein) for recording movement
data. The subject 55, in this embodiment, wears at least one
sensor unit on a heel 531, 532, thigh 532, 534, finger 535, or
torso 536. The subject 55 preferably may wear at least 2
sensor units on a combination of heels 531, 532, thighs 532,
534, fingers 535, or torso 536. The subject 55, in this embodi-
ment, even more preferably may wear at least 4 sensor units
on a combination of heels 531, 532, thighs 532, 534, fingers
535, or torso 536. The subject 55, in this embodiment, still
even more preferably may wear at least 8 sensor units on a
combination of heels 531, 532, thighs 533, 534, fingers 535,
joints (not shown), upper appendages (not shown), a waist
(not shown), a torso 536, or other useful recording position
known to someone skilled in the art. Additionally, a trans-
ceiver unit 537-538 for preprocessing and transmitting the
movement data may be wired or wireless with respect to both
the sensors and an external processor 539. The movement
data from the transceiver unit 537 or 538 is either stored for
transfer at a later time or for immediate transmission to a
receiver unit 542 on the external processing unit via various
mediums and any transmission protocols, for example, radio
link 540, or by Bluetooth, WIFI, or even USB (not shown), or
the like. The processor (not shown) of the external processing
unit 539 feeds the data into a trained algorithm preferably
loaded into the processor. The trained algorithm preferably
correlates with a central database 220 and outputs a patient
customized treatment which may then be displayed on a
monitor 544 or as input to control a treatment device such as
an electric stimulator, automated medicine delivery or titra-
tion device, or the like.

FIG. 7 depicts preferable steps for preprocessing recorded
movement data before extracting kinematic features or cor-
relating it with a central database in order to determine a
patient’s treatment. Preferably this preprocessing is con-
tained within the movement measuring apparatus, such as
part of the transceiver unit, and consists of one or more
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electronic components. In various embodiments, a clinician
first programs the recording device 570 to measure only at
specific times or from specific sensors, or even to measure
continuously. Next, the subject performs movement tasks 572
according to the clinician’s orders, either during specified
tasks at the clinician’s office, or at home during activities of
daily living. While performing these tasks, the sensors of the
movement measuring apparatus, preferably a combination of
accelerometers and gyroscopes, record the subject’s move-
ment data 574. Once the movement data is recorded, prefer-
ably a low pass filter 576 is then used to remove all artifacts
(including movement and electrical interference) or informa-
tion known to those skilled in the art which would be unre-
lated to the subject’s movement. Preferably the low pass filter
allows only frequencies less than 100 Hz. Even more prefer-
ably, the low pass filter allows only frequencies less than 50
Hz. Even more preferably, the low pass filter allows only
frequencies less than 30 Hz. Still more preferably, the low
pass filter allows only frequencies less than 20 Hz. Next, an
analog to digital converter (ADC) 578 may be used to digitize
the data for future processing. Preferably, the ADC samples
the recorded movement data at a rate of 128 Hz. Finally, the
filtered data is either immediately transmitted or stored on
board for later transmission 580 to a central database 220 or
processor for use by a trained treatment customization algo-
rithm.

FIG. 8 illustrates one embodiment of the system compo-
nents of the wireless movement disorder monitor. The exter-
nal sensor module 50 in this embodiment contains three
orthogonal accelerometers (not shown) and three orthogonal
gyroscopes (not shown). This input to the external sensor
module 50 consists of the kinetic forces applied by the user
and measured by the accelerometers and gyroscopes. The
output from the board is linear acceleration and angular
velocity data in the form of output voltages. These output
voltages are input to the transceiver module 64. These volt-
ages undergo signal conditioning and filtering before sam-
pling by an analog to digital converter. This digital data is then
stored in on board memory and/or transmitted as a packet in
RF transmission by a blue tooth transceiver. Additionally,
EMG electrodes 60 worn by the subject may be input to the
transceiver module. An amplifier on the transceiver module
64 amplifies the EMG signal(s) before signal conditioning,
filtering, and sampling by the analog to digital converter. The
EMG data is also stored in the on board memory and/or
contained in the packet for RF transmission. A microproces-
sor (not shown) in the transceiver module 64 controls the
entire process. Kinetic and EMG data packets may be sent by
RF transmission to a nearby computer transceiver 72 which
receives the data using an embedded blue tooth radio to a
computer 76. Kinetic and EMG data may also be stored on the
on board memory and downloaded to a computer 76 at a later
time. The computer 76 then processes, analyzes, and stores
the data. The kinetic sensor board 50 measures accelerations
along and angular velocities about each of three orthogonal
axes. The signals from the accelerometers and gyroscopes of
the kinetic sensor board 50 are preferably input into a proces-
sor for signal conditioning and filtering. Preferably, a combi-
nation of three axes of gyroscopes as discussed in FIG. 1 are
utilized on the kinetic sensor board with an input range of at
least 1500 degrees/second. Specific parts, the LPR5150AL
and LYS150ALH (a dual and single axis gyroscope, respec-
tively) from STMicroelectronics, were selected after an
analysis of cost, size and power consumption. The land grid
array type of component was selected to minimize size. Addi-
tionally, a MEMS technology three-axis accelerometer, from
Analog Devices (ADX1.325), was employed to record accel-
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erations along the orthogonal x, y, and z-axes. The sensors
provide full-scale range of +5 g, low noise (250 ug/sqrt (Hz)),
and low power (typically 350 uA per axis) in a surface mount
package. Other combinations of accelerometers and gyro-
scopes known to those skilled in the art could also be used. A
lightweight plastic housing was then used to house the sensor
for measuring the subject’s external body motion. The exter-
nal body motion sensor(s) can be worn on the subject’s finger,
hand, wrist, fore arm, upper arm, head, chest, back, waist,
legs, thighs, feet, ankles, heels, toes, and/or the like.

Various embodiments of the present invention may include
a sensor(s) for measuring the subject’s electrical muscle
activity through techniques such as electromyography
(EMG) or the like. FIG. 8 shows the EMG electrodes 60
which are connected to an amplifier 62. With an EMG sensor,
a voltage difference or difference in electrical potential is
measured between at least two recording electrodes. The
electrodes used can be any type known to those skilled in the
art including both indwelling (needle), surface and dry elec-
trodes. Typical EMG electrodes connections may have an
impedance in the range of from 5 to 10 K ohms. Itis in general
desirableto reduce such impedance levels to below 2 K ohms.
Therefore a conductive paste or gel may be applied to the
electrode to create a connection with an impedance below 2 K
ohms. Alternatively, the subject(s) skin may be mechanically
abraded, the electrode may be amplified or a dry electrode
may be used. Dry physiological recording electrodes of the
type described in U.S. patent application Ser. No. 09/949,055
are herein incorporated by reference. Dry electrodes provide
the advantage that there is no gel to dry out and no skin to
abrade or clean. Additionally if electrodes are used as the
sensor(s), preferably at least three electrodes are used—two
signal electrodes and one reference electrode.

Preferably, the transceiver module 64 contains one or more
electronic components such as the microprocessor 70 for
detecting both the signals from the gyroscopes 51 and accel-
erometers 52, and for detecting the signal from an EMG
electrode 60. Preferably, the one or more electronic compo-
nents also filter (and possibly amplify) the detected EMG
signals and kinetic motion signals, and more preferably con-
vert these signals, which are in an analog form into a digital
signal for transmission to the remote receiving unit. The one
or more electronic components are attached to the subject as
part of device or system. Further preferably, the one or more
electronic components can receive a signal from the remote
receiving unit or other remote transmitters. The one or more
electronic components may include circuitry for but are not
limited to for example electrode amplifiers, signal filters,
analog to digital converter, blue tooth radio, a DC power
source and combinations thereof. The one or more electronic
components may comprise one processing chip, multiple
chips, single function components or combinations thereof,
which can perform all of the necessary functions of detecting
a kinetic or physiological signal from the electrode, storing
that data to memory, uploading data to a computer through a
serial link, transmitting a signal corresponding to a kinetic or
physiological signal to a receiving unit and optionally receiv-
ing a signal from a remote transmitter. These one or more
electronic components can be assembled on a printed circuit
board or by any other means known to those skilled in the art.
Preferably, the one or more electronic components can be
assembled on a printed circuit board or by other means so its
imprint covers an area less than 4 in®, more preferably less
than 2 in®, even more preferably less than 1 in?, still even more
preferably less than 0.6 in?, and most preferably less than 0.25
in®.
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Preferably, the circuitry of the one or more electronic com-
ponents is appropriately modified so as to function with any
suitable miniature DC power source. More preferably, the DC
power source is a battery. The most preferred battery of the
present invention is lithium powered batteries. Lithium ion
batteries offer high specific energy (the number of given
hours for a specific weight), which is preferable. Additionally,
these commercially available batteries are readily available
and inexpensive. Other types of batteries include but are not
limited to primary and secondary batteries. Primary batteries
are not rechargeable since the chemical reaction that produces
the electricity is not reversible. Primary batteries include
lithium primary batteries (e.g., lithium/thionyl chloride,
lithium/manganese dioxide, lithium/carbon monofluoride,
lithium/copper oxide, lithium/iodine, lithium/silver vana-
dium oxide and others), alkaline primary batteries, zinc-car-
bon, zinc chloride, magnesium/manganese dioxide, alkaline-
manganese dioxide, mercuric oxide, silver oxide as well as
zinc/air and others. Rechargeable (secondary) batteries
include nickel-cadmium, nickel-zinc, nickel-metal hydride,
rechargeable zinc/alkaline/manganese dioxide, lithium/poly-
mer, lithium-ion and others.

Preferably, the circuitry of the one or more electronic com-
ponents comprises data acquisition circuitry further including
an amplifier that amplifies the EMG, (The gyroscope and
accelerometer signals will not need to be amplified.). The data
acquisition circuitry is designed with the goal of reducing
size, lowering (or filtering) the noise, increasing the DC offset
rejection and reducing the system’s offset voltages. The data
acquisition circuitry may be constrained by the requirements
for extremely high inputimpedance, very low noise and rejec-
tion of very large DC offset and common-mode voltages,
while measuring a very small signal of interest. Additional
constraints arise from the need for a “brick-wall” style input
protection against ESD and EMI. The exact parameters of the
design, such as input impedance, gain and passband, can be
adjusted at the time of manufacture to suit a specific applica-
tion via a table of component values to achieve a specific
full-scale range and passband.

More preferably, alow-noise, lower power instrumentation
amplifier is used. The inputs for this circuitry is guarded with
preferably, external ESD/EMI protection, and very high-im-
pedance passive filters to reject DC common-mode and nor-
mal-mode voltages. Still preferably, the instrumentation
amplifier gain can be adjusted from unity to approximately
100 to suit the requirements of a specific application. If addi-
tional gain is required, it preferably is provided in a second-
order anti-bias filter, whose cutoff frequency can be adjusted
to suit a specific application, with due regard to the sampling
rate. Still preferably, the reference input of the instrumenta-
tion amplifier is tightly controlled by a DC cancellation inte-
grator servo that uses closed-loop control to cancel all DC
offsets in the components in the analog signal chain to within
a few analog-to digital converter (ADC) counts of perfection,
to ensure long term stability of the zero reference.

Preferably, the signals are converted to a digital form. This
can be achieved with an electronic component or processing
chip through the use of an ADC. More preferably, the ADC
restricts resolution to 16-bits due to the ambient noise envi-
ronment in such chips. Despite this constraint, the ADC
remains the preferable method of choice for size-constrained
applications such as with the present invention unless a cus-
tom data acquisition chip is used because the integration
reduces the total chip count and significantly reduces the
number of interconnects required on the printed circuit board.

Preferably, the circuitry of the sensor board comprises a
digital section. More preferably, the heart of the digital sec-
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tion of the sensor board is the Texas Instruments MSP430-
169 microcontroller. The Texas Instruments MSP430-169
microcontroller contains sufficient data and program
memory, as well as peripherals which allow the entire digital
section to be neatly bundled into a single carefully pro-
grammed processing chip. Still preferably, the onboard
counter/timer sections are used to produce the data acquisi-
tion timer.

Preferably, the circuitry of the transceiver module com-
prises a digital section. More preferably, the heart of the
digital section of the sensor board is the Analog Devices
ADUC7020 microcontroller. The Analog Devices
ADUC7020 microcontroller contains sufficient data and pro-
gram memory, as well as peripherals which allow the entire
digital section to be neatly bundled into a single carefully
programmed processing chip. Still preferably, the onboard
counter/timer sections are used to produce the data acquisi-
tion timer.

Preferably, the circuitry for the one or more electronic
components is designed to provide for communication with
external quality control test equipment prior to sale, and more
preferably with automated final test equipment. In order to
supply such capability without impacting the final size of the
finished unit, one embodiment is to design a communications
interface on a separate PCB using the SPI bus with an external
UART and level-conversion circuitry to implement a standard
serial interface for connection to a personal computer or some
other form of test equipment. The physical connection to such
a device requires significant PCB area, so preferably the
physical connection is designed to keep the PCB at minimal
imprint area. More preferably, the physical connection is
designed with a break-off tab with fingers that mate with an
edge connector. This allows all required final testing and
calibration, including the programming of the processing
chip memory, can be carried out through this connector, with
test signals being applied to the analog inputs through the
normal connections which remain accessible in the final unit.
By using an edge fingers on the production unit, and an edge
connector in the production testing and calibration adapter,
the system can be tested and calibrated without leaving any
unnecessary electronic components or too large an PCB
imprint area on the final unit.

Preferably, the circuitry for the one or more electronic
components comprises nonvolatile, rewriteable memory.
Alternatively, if the circuitry for the one or more electronic
components doesn’t comprise nonvolatile, rewriteable
memory then an approach should be used to allow for repro-
gramming of the final parameters such as radio channeliza-
tion and data acquisition and scaling. Without nonvolatile,
rewriteable memory, the program memory can be pro-
grammed only once. Therefore one embodiment of the
present invention involves selective programming of a spe-
cific area of the program memory without programming the
entire memory in one operation. Preferably, this is accom-
plished by setting aside a specific area of program memory
large enough to store several copies of the required param-
eters. Procedurally, this is accomplished by initially program-
ming the circuitry for the one or more electronic components
with default parameters appropriate for the testing and cali-
bration. When the final parameters have been determined, the
next area is programmed with these parameters. If the final
testing and calibration reveals problems, or some other need
arises to change the values, additional variations of the
parameters may be programmed. The firmware of various
embodiments of the present invention scans for the first blank
configuration block and then uses the value from the preced-
ing block as the operational parameters. This arrangement
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allows for reprogramming of the parameters up to several
dozen times, with no size penalty for external EEPROM or
other nonvolatile RAM. The circuitry for the one or more
electronic components has provisions for in-circuit program-
ming and verification of the program memory, and this is
supported by the breakoff test connector. The operational
parameters can thus be changed up until the time at which the
test connector is broken off just before shipping the final unit.
Thus the manufacturability and size of the circuitry for the
one or more electronic components is optimized.

Preferably the circuitry of the one or more electronic com-
ponents includes an RF transmitter. Still preferably includes a
Bluetooth radio system utilizing the EB100 component from
A7 engineering. Another feature of the circuitry of the one or
more electronic components preferably is an antenna. The
antenna, preferably, is integrated in the rest of the circuitry.
The antenna can be configured in a number of ways, for
example as a single loop, dipole, dipole with termination
impedance, logarithmic-periodic, dielectric, strip conduction
or reflector antenna. The antenna is designed to include but
not be limited to the best combination of usable range, pro-
duction efficiency and end-system usability. Preferably, the
antenna consists of one or more conductive wires or strips,
which are arranged in a pattern to maximize surface area. The
large surface area will allow for lower transmission outputs
for the data transmission. The large surface area will also be
helpful in receiving high frequency energy from an external
power source for storage. Optionally, the radio transmissions
of the present invention may use frequency-selective anten-
nas for separating the transmission and receiving bands, if a
RF transmitter and receiver are used on the electrode patch,
and polarization-sensitive antennas in connection with direc-
tional transmission. Polarization-sensitive antennas consist
of, for example, thin metal strips arranged in parallel on an
insulating carrier material. Such a structure is insensitive to or
permeable to electromagnetic waves with vertical polariza-
tion; waves with parallel polarization are reflected or
absorbed depending on the design. It is possible to obtain in
this way, for example good cross polarization decoupling in
connection with linear polarization. It is further possible to
integrate the antenna into the frame of a processing chip or
into one or more of the other electronic components, whereby
the antenna is preferably realized by means of thin film tech-
nology. The antenna can serve to just transfer data or for both
transferring data to and for receiving control data received
from a remote communication station which can include but
is not limited to a wireless relay, a computer or a processor
system. Optionally, the antenna can also serve to receive
high-frequency energy (for energy supply or supplement). In
any scenario, only one antenna is required for transmitting
data, receiving data and optionally receiving energy. Option-
ally, directional couples can be arranged on the transmitter
outputs of the electrode patch and/or the remote communica-
tion station. The couplers being used to measure the radiated
or reflected radio wave transmission output. Any damage to
the antenna (or also any faulty adaptation) thus can be regis-
tered, because it is expressed by increased reflection values.

An additional feature of the present invention is an optional
identification unit. By allocating identification codes—a
patient code, the remote communication station is capable of
receiving and transmitting data to several subjects, and for
evaluating the data if the remote communication station is
capable of doing so. This is realized in a way such that the
identification unit has control logic, as well as a memory for
storing the identification codes. The identification unit is pref-
erably programmed by radio transmission of the control char-
acters and of the respective identification code from the pro-
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gramming unit of the remote communication station to the
patient worn unit. More preferably, the unit comprises
switches as programming lockouts, particularly for prevent-
ing unintentional reprogramming.

In any RF link, errors are an unfortunate and unavoidable
problem. Analog systems can often tolerate a certain level of
error. Digital systems, however, while being inherently much
more resistant to errors, also suffer a much greater impact
when errors occur. Thus the present invention when used as a
digital system, preferably includes an error control sub archi-
tecture. Preferably, the RF link of the present invention is
digital. RF links can be one-way or two-way. One-way links
are used to just transmit data. Two-way links are used for both
sending and receiving data.

If the RF link is one-way error control, then this is prefer-
ably accomplished at two distinct levels, above and beyond
the effort to establish a reliable radio link to minimize errors
from the beginning. At the first level, there is the redundancy
in the transmitted data. This redundancy is performed by
adding extra data that can be used at the remote communica-
tion station or at some station to detect and correct any errors
that occurred during transit across the airwaves. This mecha-
nism known as Forward Error Correction (FEC) because the
errors are corrected actively as the signal continues forward
through the chain, rather than by going back to the transmitter
and asking for retransmission. FEC systems include but are
not limited to Hamming Code, Reed-Solomon and Golay
codes. Preferably, a Hamming Code scheme is used. While
the Hamming Code scheme is sometimes maligned as being
outdated and underpowered, the implementation in certain
embodiments of the present invention provides considerable
robustness and extremely low computation and power burden
for the error correction mechanism. FEC alone is sufficient to
ensure that the vast majority of the data is transferred cor-
rectly across the radio link. Certain parts of the packet must be
received correctly for the receiver to even begin accepting the
packet, and the error correction mechanism in the remote
communication station reports various signal quality param-
eters including the number of bit errors which are being
corrected, so suspicious data packets can be readily identified
and removed from the data stream.

Preferably, at a second, optional level, an additional line of
defense is provided by residual error detection through the
use of a cyclic redundancy check (CRC). The algorithm for
this error detection is similar to that used for many years in
disk drives, tape drives, and even deep-space communica-
tions, and is implemented by highly optimized firmware
within the electrode patch processing circuitry. During trans-
mission, the CRC is first applied to a data packet, and then the
FEC data is added covering the data packet and CRC as well.
During reception, the FEC data is first used to apply correc-
tions to the data and/or CRC as needed, and the CRC is
checked against the message. If no errors occurred, or the
FEC mechanism was able to properly correct such errors as
did occur, the CRC will check correctly against the message
and the data will be accepted. If the data contains residual
errors (which can only occur if the FEC mechanism was
overwhelmed by the number of errors), the CRC will not
match the packet and the data will be rejected. Because the
radio link in this implementation is strictly one-way, rejected
data is simply lost and there is no possibility of retransmis-
sion.

More preferably, the RF link utilizes a two-way (bi-direc-
tional) data transmission. By using a two-way data transmis-
sion the data safety is significantly increased. By transmitting
redundant information in the data emitted by the electrodes,
the remote communication station is capable of recognizing
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errors and request a renewed transmission of the data. In the
presence of excessive transmission problems such as, for
example transmission over excessively great distances, or due
to obstacles absorbing the signals, the remote communication
station is capable of controlling the data transmission, or to
manipulate on its own the data. With control of data transmis-
sion it is also possible to control or re-set the parameters of the
system, e.g., changing the transmission channel. This would
be applicable for example if the signal transmitted is super-
imposed by other sources of interference then by changing
the channel the remote communication station could secure a
flawless and interference free transmission. Another example
would be if the signal transmitted is too weak, the remote
communication station can transmit a command to increase
its transmitting power. Still another example would be the
remote communication station to change the data format for
the transmission, e.g., in order to increase the redundant infor-
mation in the data flow. Increased redundancy allows trans-
mission errors to be detected and corrected more easily. In
this way, safe data transmissions are possible even with the
poorest transmission qualities. This technique opens in a
simple way the possibility of reducing the transmission power
requirements. This also reduces the energy requirements,
thereby providing longer battery life. Another advantage of a
two-way, bi-directional digital data transmission lies in the
possibility of transmitting test codes in order to filter out
external interferences such as, for example, refraction or scat-
ter from the transmission current. In this way, it is possible to
reconstruct falsely transmitted data.

The remote communication station of various embodi-
ments of the present invention can be any device known to
receive RF transmissions used by those skilled in the art to
receive transmissions of data. The remote communication
station by way of example but not limitation can include a
communications device for relaying the transmission, a com-
munications device for re-processing the transmission, a
communications device for re-processing the transmission
then relaying it to another remote communication station, a
computer with wireless capabilities, a PDA with wireless
capabilities, a processor, a processor with display capabili-
ties, and combinations of these devices. Optionally, the
remote communication station can further transmit data both
to another device and/or back. Further optionally, two differ-
ent remote communication stations can be used, one for
receiving transmitted data and another for sending data. For
example, with the wireless movement disorder monitoring
system of the present invention, the remote communication
system of the present invention can be a wireless router,
which establishes a broadband Internet connection and trans-
mits the physiological signal to a remote Internet site for
analysis, preferably by the subject’s physician. Another
example is where the remote communication system is a
PDA, computer or cell phone, which receives the physiologi-
cal data transmission, optionally re-processes the informa-
tion, and re-transmits the information via cell towers, land
phone lines or cable to a remote site for analysis. Another
example is where the remote communication system is a
computer or processor, which receives the data transmission
and displays the data or records it on some recording medium,
which can be displayed or transferred for analysis at a later
time.

The digitized kinetic or physiological signal is then trans-
mitted wirelessly to a remote communication station. This
remote communication station allows the subject wide move-
ment. Preferably, the remote communication station can pick
up and transmit signals from distances of greater than about 5
feet from the subject, more preferably greater than about 10
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feet from the subject, even more preferably greater than about
20 feet from the subject, still even more preferably greater
than about 50 feet from the subject, still even more preferably
greater than about 200 feet from the subject, still more pref-
erably greater than 500 feet from the subject, even still more
preferably greater than about 3000 feet from a subject, even
further more preferably greater than about 5000 feet from a
subject, and most preferably greater than about 12000 feet
from the subject. The remote communication station is used
to re-transmit the signal based in part from the physiological
signal from the remote communication station wirelessly or
via the internet to another monitor, computer or processor
system. This allows the physician or monitoring service to
review the subjects physiological signals and if necessary to
make a determination, which could include modifying the
patients treatment protocols.

Optionally, the system of the present invention includes
some form of instruction, which can be in written form on
paper or on a computer monitor, or on a video. Optionally, a
video is used which instructs the subjects to perform a series
of'tasks during which their kinetic motion and/or EMG can be
measured. Since the system of the present invention is pref-
erably used in the subject’s home, a video giving directions
and/or describing various tasks to be performed by the subject
is included with the system. The video may be accessed or
viewed for example but not by way of limitation through use
of' video tape, DVD, as part of computer software provided,
through the internet, or the like. The directions could include
but are not limited to instructions on how to don the device,
how to turn the device on, and the like. The description of
various tasks could include but is not limited to exercises
which are typically used by a technician, clinician or physi-
cian to evaluate a subject with a movement disorder including
but not limited to hand grasps, finger tapping exercises, other
movements and the like. One embodiment of a video includes
the technician, clinician or physician looking into the camera,
as they would a patient, and instructing them on device setup,
instructing the patients through each of the tasks to be per-
formed, providing verbal encouragement via video after a
task, and asking subject’s to repeat a task if it was not com-
pleted. Preferably, these video clips are edited and converted
to a MPEG files using a Pinnacle Studios digital video system
that includes a fire-wire card and editing software. For move-
ment disorders such as Parkinson’s disease preferably the
technician, clinician or physician instructs the user through
multiple tasks as perthe UPDRS, TRS, or similar scale guide-
lines including but not limited to rest tremor, postural tremor,
action tremor, all bradykinesia tasks (including but not lim-
ited to finger taps, hand grasps, and pronation/supination
tasks), and/or rigidity tasks. More preferably, if the video is
linked to the user interface software, the software will auto-
matically detect if a subject has performed the requested task
and provide feedback through the video to either repeat the
task or continue to the next task. Still more preferably, once
the user has setup the device, it will continually record the
subject’s movement data (including before and after any
directed video tasks), be able to quantify the severity of the
subject’s symptoms during activities of daily living, and com-
municate that information with the clinician and subject
through interface software, video, or the like.

The present invention includes various methods of measur-
ing and scoring the severity of'a subject’s movement disorder.
These methods include a number of steps which may include
but are not limited to measuring a subject’s external body
motion; transmitting wirelessly a signal based in part on the
subject’s measured external body motion; receiving the wire-
lessly transmitted signal; downloading data from memory;
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and scoring the severity of a subject’s movement disorder
based in part on the wirelessly transmitted or downloaded
signal. Optionally, an electromyogram of the subject’s
muscle activity may be obtained and used in part to score the
severity of the subject’s movement disorder.

FIGS. 9-11 show flow diagrams for various operating
modes ofthe system of the present invention. These operating
modes should be viewed as examples but not limitations to the
present invention and understood that these are but a few of
the methods of using the system of the present invention.
FIGS. 94 and 95 are flow diagrams for a continuous operating
mode or method for the system of the present invention. Inthe
embodiment of FIG. 94, the subjects continually wear at least
one external sensor module 80. The external sensor module,
which can measure kinetic motion and/or EMG is continually
measured by the external sensor module 82. Data from the
external sensor module is continuously sampled and stored to
memory within a subject worn transceiver module 84. During
battery recharging of the device when the patient is not wear-
ing the patient components, the patient components are con-
nected through a hardwire USB link to the patient PC. The
stored data is then either transmitted via an RF link to a
transceiver unit connected to a computer 86 or transferred
through the USB port to the computer. Software algorithms in
the computer process kinetic and/or EMG data to quantify the
severity of the movement disorder symptom occurring 87.
The processed information is then used to generate subject
reports or data 88, and the reports or data are transmitted to
technician, clinician or physician for review 89.

In the continuous operating embodiment of FIG. 95, a
subject initially exhibits symptoms of a movement disorder
and attends an appointment with a clinician 200. At the
appointment, the clinician examines the subject 202, and
upon analysis, diagnosis the subject as having a movement
disorder and subsequently orders a treatment 204. At a fol-
low-up visit, the subject may report that symptoms fluctuate
greatly throughout the day 206, even while on the prescribed
treatment plan. The clinician then decides to perform in-home
continual testing 208 to better determine the severity of the
subject’s symptoms. Continuous home monitoring 210
begins with the clinician programming 212 any movement
monitoring devices or automated treatment delivery devices
for the subject, or instructing the subject how to do so. The
device, containing at least one sensor, preferably an acceler-
ometer or gyroscope of at least three axes, but optionally
another sensor capable of measuring motion, such as an
EMG, continually records the subject’s movement during
activities of daily living 214. In addition, the device can
include two or more types of sensors, preferably accelerom-
eters and gyroscopes. Activities of daily living may include
folding laundry, handwriting, eating, dressing, self-care, and
the like. Optionally, the clinician may order the subject to
perform clinical tasks such as finger tapping, nose touching,
or the like, as defined by standardized scales such as the
UPDRS, TRS, and the like, at regularly scheduled periods.
Such movement data would also be continually recorded.

A trained algorithm, preferably incorporated by at least one
computer processor, analyzes the recorded movement data in
real-time 216. The algorithm and processor 216 function to
distinguish voluntary motion of activities of daily living or
clinician ordered tasks from movement disorder symptoms
and quantify their severity. Preferably the trained algorithm
and computer processor 216 are also in two-way communi-
cation 218 with a central database 220 or multiple databases
made up of previous patient movement data, disorder histo-
ries, treatment histories, and the like. Preferably two or more
databases are used for reading. Such a database 220 would
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preferably retain information from the current subject for use
with future subjects 222 and work with the trained algorithm
and processor 216 to determine a recommended treatment for
the current subject based on the previous patient data. This
database 220 could optionally be used as a real-time gateway
for providing updates to the subject’s clinician 224 regarding
the subject’s status.

If the trained algorithm and processor 216 determine that
the patient still suffers from movement disorder symptoms
226, a new treatment is determined 228 in conjunction with
the central database 220 as previously described. If the sub-
ject has an automated treatment delivery device, it is prefer-
ably reprogramed according to the new treatment protocol
230. The movement measuring device then continues to
record new movement data and the process repeats. If the
trained algorithm and processor 216 determine movement
disorder symptoms no longer persist 232 then no new treat-
ment is needed, no changes are made 234, and the device
continues recording movement data.

FIG. 10 is a flow diagram for a task operating mode or
method for the system of the present invention. In this mode
the subjects intermittently wear at least one external sensor
module at technician, clinician or physician prescribed times
100. The subjects may start the patient computer user inter-
face program, preferably with the touch of a single button.
The computer transceiver “wakes up” the subject worn trans-
ceiver module 102 or the clinical video on the patient com-
puter instructs the subject to press a button on the transceiver
module to manually “wake up” the unit. The subject performs
a series of tasks as directed by a clinical video, which prefer-
ably is viewed on the patient’s computer monitor 103. The
data from the external sensor module is then sampled and
transmitted by radio frequency with the subject worn trans-
ceiver module during the tasks 104. The data is received by a
transceiver unit connected to the computer 105. The data
transmission lasts approximately or only as long as the same
time as a programmed collection interval, the subject worn
transceiver unit then enters into a “sleep state” 106. Software
algorithms in a computer connected to the computer trans-
ceiver unit process the kinetic motion and/or EMG data to
quantify severity of the movement disorder symptom occur-
ring 107. The processed information is then used to generate
subject reports or data 108, and the reports or data are trans-
mitted to technician, clinician or physician for review 109.

FIG. 11 is a flow diagram for a combination operating
mode or method for the system of the present invention. In
this mode, the subject continually wears at least one external
sensor module 110. The external sensor module, which can
measure kinetic motion and/or EMG is continually measured
by the external sensor module 111. Data from the external
sensor module is continuously sampled and stored to memory
on the subject worn transceiver module 114. This data is then
downloaded to the patient computer at a later time. Software
algorithms in the computer process kinetic and/or EMG data
to quantify the severity of the movement disorder symptom
occurring 116. The processed information is then used to
generate subject reports or data 117, and the reports or data
are transmitted to a technician, clinician or physician for
review 118. This method, however, varies from the method
described in FIG. 94 in that a technician, clinician, physician
or computer at randomly specified times alerts the subject to
start or has computer start a video 112, and alerts the subject
to perform a series of tasks as directed by the clinical video,
which is preferably on the patient’s computer monitor 113.
During these tasks, data is transmitted by the user worn
receiver module and is received by a transceiver unit con-
nected to a computer 115. Software algorithms in the com-
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puter process kinetic and/or EMG data to quantify the sever-
ity of the movement disorder symptom occurring 116. The
processed information is then used to generate subject reports
or data 117, and the reports or data are transmitted to the
technician, clinician or physician for review 118.

The portable movement disorder device of the present
invention for measuring the severity of a subject’s movement
disorder can be worn in any way likely to provide good data
on a subject’s movement disorder. Examples would include
but are not limited to the use of the device on the subject’s
finger, hand, wrist, arm; legs, thighs, feet, ankles, heels, toes,
torso, and/or head. Preferably, the movement disorder device
is on the arm and/or hand of the subject. FIGS. 5 and 8 show
a schematic of a movement disorder device on a subject’s
lower arm and hand. In this embodiment, the subject’s kinetic
motion is measured by a kinetic sensor board (also known as
external sensor module) 50. The external sensor module 50 is
held firmly to the subject’s finger 51 by a Velcro strap 52. The
external sensor module 50 is connected to a subject worn
transceiver module 64 via electrical pathways or wires 54.
Optionally, the device may also have at least one EMG elec-
trodes (not shown).

Preferably, the subject worn transceiver module in this
embodiment is reasonably small size. Achieving the wrist
mount design of this embodiment require the size of the radio
used for the device be greatly reduced. Preferably, a commer-
cially available chip (Bluetooth technology) is used that can
transmit up to 200 ft. Not only will this greatly reduce the size
of the device, but the transceiver capability will allow two-
way communications between the patient worn unit and the
computer unit.

The two-way capability in this particular embodiment will
provide multiple benefits. First, by having two-way commu-
nications, the unit will be capable of utilizing a protocol
where data packets can be re-sent if corrupted during trans-
mission. Another benefit is that several patient worn units
could potentially communicate with a single base station
clinician PC. In this scenario, the subject units occupy dedi-
cated time slots to transmit their information. Several subject
worn units could operate with a single computer base station
in a hospital or home setting. Additionally, multiple units may
be worn on a subject to monitor tremor in multiple limbs or
locations of the body at the same time. FIG. 6 illustrates an
embodiment of this concept where the subject wears multiple
units on the heels 531-532, thighs 533-534, finger 535, and
torso 536. Preferably the sensor units are held firmly to the
subject using Velcro straps and are connected to any external
modules 537-538, which may also be held firmly to the sub-
ject using Velcro straps, via wires. A final benefit of the
two-way protocol is that configuration information can be
sent to the patient unit over the radio link including power
level, frequency, and shut down modes. Shut down modes
could be of great benefit for this type of system where the
clinical PC can command the subject units to power down
between tests thus conserving battery life in the patient unit.
Essentially, the technician, clinician, or physician will be able
to program the system for continuous recording or to record at
certain times for specified intervals.

Preferably, the radio design of this specific embodiment is
implemented using a highly integrated radio chip (Bluetooth
technology) which requires very few external components,
consumes less power than a discrete radio design, and
requires less physical area than a discrete design. More pref-
erably, the radio chip takes incoming clock and data and
produces a Frequency Modulated carrier when configured as
a transmitter, and performs the opposite function when con-
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figured as a receiver. This high level of integration makes the
only component required to interface to the radio section a
unit microcontroller.

With few components and high level of integration, the
radio section should be easy to manufacture, have low com-
ponent cost, and have high field reliability. Preferably, the IC
or microprocessor has a controllable RF power output levels
and by using the two-way protocol described above, the radio
link can operate at a level high enough to ensure reliable data
transfer while conserving unit power. Finally, and most pref-
erably, the IC or microprocessor can operate anywhere from
300 MHz to 2.4 GHz providing great flexibility when the
system is developed to ensure optimum operation. The 2.4
GHz band is the preferable operating band.

FIG. 12 is a flow diagram for one embodiment of the
software used in the present invention. Analog outputs 151,
152 from the accelerometer and gyroscope are converted to
linear acceleration and angular velocity with a scaling factor.
The linear accelerations and angular velocity inputs are then
bandpass filtered 153 to prevent biasing and remove DC drift.
The linear acceleration is double integrated to yield linear
position. The derivative 154 of the angular velocity is calcu-
lated to determine angle. The three dimensional translation
and rotation 155 of the module is computed from the infor-
mation from the three orthogonal accelerometers and three
orthogonal gyroscopes. The root mean square (RMS) value of
the continuous time EMG signal is calculated over discrete
time windows. The amplitude and frequency 156 of the pro-
cessed EMG signal is calculated. Specific variables are then
computed for each Parkinson’s symptom based on the pro-
cessed kinetic and EMG data. Tremor symptom variables
may include but are not limited to the peak frequency of the
kinetic sensors, the average amplitude of the kinetic sensors,
the average power of the kinetic sensors, and the frequency of
the EMG signals. Bradykinesia symptom variables may
include but are not limited to the peak frequency of EMG or
kinetic data, the average amplitude of the kinetic sensors, the
average power of the EMG or kinetic sensors, the number of
hesitations that occur in a subjects movement, or the linear or
exponential fit coefficients used to fita model to the amplitude
of a subject’s movement over time. Rigidity symptom vari-
ables may include but are not limited to range of motion and
EMG amplitude. Dyskinesia symptom variables may include
but are not limited to the output of a neural network trained to
recognize dyskinesia from other movements using the kinetic
sensor data as inputs. The value of each symptom variable for
aparticular symptom is used in an algorithm that may include
but are not limited to multiple linear regression models or
neural networks to fit the symptom variables to the qualitative
clinicians Unified Parkinson’s Disease Rating Scale scores
for that symptom 157.

The present invention further includes a treatment delivery
system. The treatment delivery system utilizes in part the
input from the external sensors or the scoring of the severity
of'the subject’s movement disorder or the movement disorder
symptoms as input into a closed loop control system to deliver
electrical stimulation or medication to lessen or relieve the
symptoms of the disorder, or to appropriately treat the disor-
der in a non-symptomatic way. The treatment delivery system
comprises the at least one external sensor having a signal for
measuring a subject’s external body motion or a physiologi-
cal signal associated with a movement disorder. A treatment
delivery system for electrical stimulation further comprises
an implanted electrode which when activated sends an elec-
trical stimulus to surrounding tissues such as a skeletal
muscle or the subthalamic nucleus of the brain. The system
further comprises a pulse generator which activates to send an
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electrical current to the implanted electrode based in part on
a signal from the at least one external sensor. Similarly, a
treatment delivery system for medicine further comprises a
reservoir for some form of medication, preferably liquid, that
can either be delivered to the subject internally or transcuta-
neously. The system further comprises an actuator or pump
which when activated and deactivated allows the medication
to be delivered from the reservoir to the subject. Finally, the
system further comprises a closed-loop control system which
activates and deactivates the actuator or pump based in part on
a signal from the at least one external sensor.

FIG. 13 is a flow diagram for one embodiment of a closed-
loop drug delivery system of the present invention. In this
embodiment, the subjects continually wear at least one exter-
nal sensor module 121. Kinetic motion and/or EMG is con-
tinually measured by the external sensor module 122. Data
from the external sensor module is continuously sampled and
transmitted by radio frequency with a subject worn trans-
ceiver module 123. The transmitted data is received by a
transceiver unit connected to a reservoir system 124 with
embedded processing. Software algorithms process kinetic
and/or EMG data to quantity the severity of the movement
disorder symptom occurring 124. The software algorithms
trigger the release of medication based on the subject’s symp-
toms 126, or the overall severity of the movement disorder
125. The processed information is then used to generate sub-
jectreports or data 127, and the reports or data are transmitted
to technician, clinician or physician for review 128.

FIG. 14 is a schematic diagram showing placement of
various components of closed loop drug delivery system with
an implantable reservoir. In FIG. 14, the subject 55 is wearing
aclosed loop drug delivery system. The closed loop drug may
have an external sensor module 50, a subject worn transceiver
module 64, EMG electrodes 60, a reservoir 170 for holding
medication with an embedded transceiver and processor and
actuator for allowing delivery (not shown), and a controller
for activating and deactivating the actuator based in part on
the signal from the at least one of the sensor modules 50. In
this example a reservoir 170 being implanted into the abdo-
men 9 of the subject. The reservoir 170 containing medica-
tion, which is released into the subject’s body through acti-
vation of an actuator. The respective transceiver module 64
being connected to the EMG electrodes 60 and external sen-
sor modules 50 via electrical pathways or wires (not shown).
The transceiver module 64 being further being connected
either wirelessly or via electrical pathways or wires (not
shown) to a controller (not shown), which activates and deac-
tivates an actuator (not shown) to release medication from the
implantable reservoir 170.

FIG. 15 is a schematic diagram showing placement of
various components of a closed loop drug delivery system
with an external reservoir to transcutaneous delivery. In FI1G.
15, the subject 55 is wearing a closed loop drug delivery
system. The closed loop drug delivery system may have an
external sensor module 50, a subject worn transceiver module
64, EMG electrodes 60, a reservoir 180 for holding medica-
tion with an embedded transceiver and processor and actuator
for allowing delivery (not shown), and a controller for acti-
vating and deactiving the actuator based in part on the signal
from the at least one of the sensor modules 50. In this example
areservoir 180 is attached externally to the abdomen 9 of the
subject. The reservoir 180 containing medication, which is
released into the subject’s body through activation of an
actuator. The respective transceiver module 64 being con-
nected to the EMG electrodes 60 and external sensor module
50 via electrical pathways or wires (not shown). The trans-
ceiver module 64 being further being connected either wire-
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lessly or via electrical pathways or wires (not shown) to a
controller (not shown), which activates and deactivates an
actuator (not shown) to release medication from the implant-
able reservoir 180.

FIG. 16 is a schematic showing a closed-loop deep brain
stimulation (DBS) system. A movement measuring device,
worn by a subject 55, and comprising a sensor module 550
and transceiver unit 552 continually measures the subject’s
movement data during while at home during activities of
daily living and clinically directed tasks. The transceiver unit
is capable of correlating with a central database 220 or data-
base system through a wired or wireless communication sys-
tem 532, such as the internet, Bluetooth, or the like, and using
a trained algorithm to optimize a custom deep brain stimula-
tion treatment protocol for the subject 216, 218. Such a pro-
tocol may include the amplitude (volts), current (amps), fre-
quency (Hz), and pulse width (microseconds), or other
parameters known to those skilled in the art. This protocol is
then communicated to an implantable pulse generator 558 via
the transceiver 552 or another external processing unit (not
shown). When activated according to the protocol, the
implantable pulse generator 558 sends an electronic pulse
through an implanted wire and electrode lead 560 to generate
a stimulus 562 in the subject’s brain. After the treatment
protocol is updated, the sensor module 550 continues to
record new movement data and update treatment protocols as
necessary according to the subject’s change in symptom
severity as in the embodiment described in FIG. 94.

DBS units like those in the present embodiment may be
powered by a rechargeable lithium-ion battery unit and can
deliver stimulation to 1 or 2 leads which are generally
implanted in the subthalamic nucleus, globus pallidus
interna, or ventro intermediate nucleus of the thalamus. A
typical implanted DBS stimulation lead consists of a thin
insulated needle comprising four platinum/iridium electrodes
spaced 0.5 or 1.5 mm apart along the length of the lead. One
or multiple leads may be implanted in a target brain region or
regions to provide symptom-inhibiting high-frequency
stimulation, although some research suggests that excellent
results can be achieved even when the lead is implanted
distant from a target region. A DBS lead is connected to an
implantable pulse generator (IPG), which serves as a control-
ler and power source, via an extension cable tunneled subcu-
taneously to a subcutaneous pocket in the chest or abdominal
cavity. The IPG typically includes the rechargeable lithium-
ion battery and circuitry for telemetered communication with
an external programming device used to adjust, or “tune,”
DBS lead stimulation parameters, which may include stimu-
lation frequency, amplitude, pulse width (or wavelength), and
contact configuration (that is, the selection of which elec-
trodes are utilized from among the four electrodes available
ona lead, and, if two or more electrodes are active, the relative
polarity of each). These parameters are initially set during
implantation surgery and are then further fined-tuned in the
outpatient clinic or in a doctor’s office following surgery to
maximize therapeutic benefit and minimize undesirable
stimulation-induced side effects. The first such tuning session
usually takes place several weeks following implantation sur-
gery, after the patient has recovered and inflammation at the
lead placement site has subsided.

Initial DBS parameters are generally set for a pulse width
of' 60 microseconds and a frequency of 130 Hz. Voltage is then
“turned on” and the amplitude incremented to a clinical level
until subject symptoms begin to disappear. After an effective
amplitude is found, the other parameters may also be tuned to
further optimize the DBS settings. During the tuning process,
the DBS unit allows pulse width to vary from 60 to 450
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microseconds with a 10 microsecond resolution, however,
typical values are usually kept between 60 and 120 microsec-
onds. Frequency can be set from 2 to 250 Hz with a 5 Hz
resolution, but generally only higher frequencies (over 100
Hz) show positive results, therefore general settings are usu-
ally between 130 and 185 Hz. Amplitude can range from 0 to
10.5 volts with a 0.05 volt resolution (the full range of ampli-
tudes includes the negative values to account for both anodic
and cathodic configurations of electrodes), however, the 1 to
3.5 V range is generally most acceptable (more specifically,
2.5-3.5 V for subjects with Parkinson’s Disease). Addition-
ally, in some embodiments, the DBS unit may be current
controlled, meaning the amplitude of the stimulation is a
current rather than a voltage. In these cases, the amplitude can
range from 0 to 25.5 milliamps with a 0.1 mA resolution.

The components of the unit, including the battery and
integrated circuits, are hermetically sealed within an oval-
shaped titanium case in order to protect it from body fluids.
The case can also have an external insulating coating to help
minimize possible skeletal muscle stimulation at the implant
site. One side of the unit, however, remains uninsulated so
that it may serve as the positive electrode when using a uni-
polar configuration. The unit also contains octapolar in-line
connectors for each electrode extension and multiple timers
and counters. While a wireless device(s) is the preferred for
the present system, the portable therapy system may also be a
tethered system or a partially tethered partially wireless sys-
tem.

FIG. 17 illustrates continuous home movement recording
and treatment tuning with the ability for remote clinician
intervention. A subject (not shown) inside the home 512 or at
another location wears a movement measuring apparatus 510
while performing activities of daily living inside his home
512. While performing the activities, the movement measur-
ing apparatus 510 continually records 514 the subject’s
movement data. The movement measuring apparatus 510 in
this embodiment can then be docked at a docking station 516,
which transfers the subject’s recorded movement data 604 to
a processor 518 via any wired or wireless connection known
by those skilled in the art such as Bluetooth or USB. Using a
trained algorithm, the processor 518 can correlate the sub-
ject’s continuously recorded movement data with a central
database 220 to determine a custom treatment. Once the
processor 518 and central database 220 contain the subject’s
new customized treatment, a remote third party, such as a
clinician 520, can be alerted to or retrieve the customized
treatment from the central database 220 via the internet or
other communication system. The clinician 520 may then
intervene and prescribe a new treatment based on movement
data scores from the central database 220. Additionally, the
processor 518 may output the new recommended treatment
on a screen 522 for the subject to see, who may then begin the
new treatment without clinical intervention, or automatically
program the subject’s treatment device.

FIG. 18 illustrates one embodiment of a trained algorithm
that distinguishes and scores movement disorder symptoms
such as tremor from activities of daily living or other volun-
tary movement. The trained algorithm used to distinguish and
score movement disorder symptoms may comprise, for
example, one or more of a simple or multiple linear regres-
sion, an artificial neural network, a Bayesian network, or a
genetic algorithm. The output of the trained algorithm may be
a single score or multiple scores of any scale; however, a
single score on the same scale as that of the TRS (0-4) may be
preferred in certain applications where simplicity or familiar-
ity is the paramount concern, while more sophisticated scores
and scales may be preferred for other advanced applications,
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such as those that involve recommendations for treatment or
closed-loop automated treatment delivery. Scores determined
by the trained algorithm may, for example, be used to gener-
ate physician reports, output alerts to the clinician and/or
subject, update databases, training sets, and/or the like to aid
in the training of other correlation and scoring algorithms, or
automate new treatment protocols for medication delivery or
electrical stimulation systems. Furthermore, scores are not
simply meant to be a rescaling of a measured quantity. Rather,
preferably they should be representative of a score that a
skilled clinician might give to the subject during a movement
analysis exam in the clinician’s office using a standardized
scale such as the UPDRS.

The trained algorithm of this embodiment is preferably
trained using reference data, particularly where the data com-
prises clinician-assigned movement disorder test scores given
on the tremor rating scale (TRS), and more particularly when
the scores are given for tests from the TRS motor examina-
tion; however, any scale may be used so long as it remains
consistent throughout training and use. This process is
described in more detail in Heldman, et al., “Essential tremor
quantification during activities of daily living,” Parkinsonism
and Related Disorders, Vol. 17, No. 7, pp. 537-542. August
2011, which is herein incorporated by reference. Reference
data is preferably obtained using a training set generated by at
least 10 adults with clinically diagnosed essential tremor and
of varying ages (for example, 56-83 years old in one embodi-
ment), disease durations (for example, 10-40 years in one
embodiment), and tremor frequencies (for example, 4.2-9.6
Hz, with a mean of 6.1 Hz and a standard of 0.9 Hz in one
embodiment). In the present embodiment, movement data is
preferably recorded using a sensor unit on the subject’s finger
and comprising at least three axes each of accelerometers and
gyroscopes. The subjects of the present embodiment are also
video taped while performing each task. In this embodiment,
each subject then performs a sequence of eleven tasks for
approximately 15 seconds including seven based on the TRS
(for example, having subjects place their hands in their laps,
hold their arms extended horizontally, repeatedly reach out
and touch their noses, pour water between two cups, drink
water from a cup, use a spoon to drink water, and draw a
spiral) and four tasks that resembled more routine activities of
daily living but were not part of any standardized rating scale
(for example, typing on a computer keyboard, using a com-
puter mouse, folding laundry, and suing a remote control).
This sequence of tasks is preferably repeated in this embodi-
ment at least six times by each subject with a 3-5 minute rest
period between each block of eleven tasks.

Preferably in this embodiment, videos of the subjects per-
forming the TRS tasks are randomized and scored by four
experienced movement disorder specialists who are blinded
to subject identity. The raters preferably enter a 0-4 score for
the present embodiment, according to the TRS, which are
then averaged across the four raters to minimize variability.
Next, the data is preferably bandpass filtered, from 0.1 to 3.0
Hz (voluntary band) and 4.0 to 12 Hz (tremor band). The
magnitude of the logarithm of the peak power of the three
orthogonal (X, y, and z) angular velocity signals is used to
distinguish voluntary motion from involuntary motion 602
for a given data set. A person skilled in the art would under-
stand the term “peak power” to mean the maximum value (in
units of power) on a power spectrum derived by any means
known in the art (e.g., FFT, wavelet transform, etc.) from a
sample of data, in this case angular velocity as obtained from
a gyroscope. If the movement is deemed involuntary, the
algorithm next determines whether the tremor was postural or
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kinetic 604 using pre-determined thresholds based on a data-
base or training set for the algorithm.

Thresholds for postural and kinetic tremor in this embodi-
ment were determined based on the average logarithm of the
peak power of the three orthogonal angular velocity signals
for the known subjects of the previous training set performing
TRS postural (rest, arms outstretched) and kinetic (nose-
touching, pouring, drinking, spooning, spiral drawing) tasks.
Two separate linear regression models were also derived from
the recorded motion data and clinician scores of the seven
TRS tasks, one each for the postural and kinetic tremor data
and following the general structure of equation (1):

M

where R is the average clinician rating, P, and P, are the
processed peak powers of the accelerometer and gyroscope
recordings as described above, and B,, B, and b, are the
regression coefficients. These two models were tested using a
“one left out” technique. This meant a single regression was
computed using all but one data point. The resulting regres-
sion model and coefficients were then used to compute an
output score for the data point that was left out. The analysis
was repeated leaving each data point out once. The coefficient
of determination (r*) and root-mean-square (RMS) error
between regression model outputs and average clinician
scores were computed for all generalization data.

The appropriate equation (1) model (postural or kinetic) is
then chosen 604 based on the thresholds just described in
order to calculate a TRS tremor score 606. Preferably, this
calculated score 606 is representative of any TRS score given
by a clinician, however, since they are calculated in the home
and therefore outside of a clinical office, the scores are pref-
erably uploaded to a central database 608 for the clinician to
access. More preferably, this central database 220 is also used
in conjunction with other algorithms to determine new treat-
ment protocols based at least in part on the calculated TRS
score 606 and automatically update a subject’s treatment
device as described in great detail earlier in this application.

It will be apparent to those skilled in the art that various
modifications and variations can be made to the present
invention or its various embodiments without departing from
the spirit and scope of the invention. Thus, it is intended that
the present invention cover the modifications and variations
of this invention provided they come within the scope of the
appended claims and their equivalents.

What is claimed:

1. A system for continuous real-time quantification and
treatment of symptoms of a subject having Parkinson’s dis-
ease, comprising:

a movement measuring apparatus for continuously acquir-
ing movement data corresponding to continuous move-
ment of a subject, the movement measuring apparatus
comprising at least one sensor having a signal, and at
least one electronic component and a processor for
detecting and receiving the signal from the at least one
sensor, the at least one electronic component being in
wireless or tethered communication with the at least one
sensor, the processor including a trained algorithm to
quantify severity of at least one symptom of the subject’s
Parkinson’s disease; and

a treatment delivery device for receiving a new recom-
mended treatment protocol calculated by the trained
algorithm and administering treatment, the treatment
delivery device being programmable or reprogram-
mable based on a recommended treatment protocol,

wherein the trained algorithm has been trained to distin-
guish between voluntary and involuntary movement,

R=by+B,"P B, P,



US 9,302,046 B1

29

and to automatically determine the new recommended
treatment protocol for the treatment delivery device
based at least in part on the presence of involuntary
movement and at least in part on the quantified severity
of at least one symptom of Parkinson’s disease in real-
time.

2. The system of claim 1, wherein the treatment delivery
device is a deep brain stimulation (DBS) device for providing
electrical stimulation and comprises pulse generator to gen-
erate the electrical stimulation and an implanted electrode to
deliver the electrical stimulation to the subject.

3. The system of claim 1, wherein the treatment delivery
device is a drug delivery device for providing pharmaceutical
or medication therapy and comprises a drug reservoir for
holding the drug or medication prior to administration to the
subject and an actuator or pump for delivering the drug or
medication from the reservoir to the subject.

4. The system of claim 2, further comprising a data trans-
mission component comprising a transmitter in two-way
communication with a remote communication station,
wherein a clinician, physician or technician reviews the rec-
ommended treatment protocol, transmitted by the data trans-
mission component, and approves the recommended treat-
ment protocol or determines a new recommended treatment
protocol for administration by the DBS treatment delivery
device.

5. The system of claim 3, further comprising a data trans-
mission component comprising a transmitter in two-way
communication with a remote communication station,
wherein a clinician, physician or technician reviews the rec-
ommended treatment protocol, transmitted by the data trans-
mission component, and approves the recommended treat-
ment protocol or determines a new recommended treatment
protocol for administration by the drug treatment delivery
device.

6. The system of claim 2, wherein the at least one symptom
quantified and treated by the system is dyskinesia, gait dis-
turbances and balance disturbances, tremor or bradykinesia.

7. The system of claim 3, wherein the at least one symptom
quantified and treated by the system is dyskinesia, gait dis-
turbances and balance disturbances, tremor or bradykinesia.

8. A system for continuous real-time quantification of
symptoms of a subject having Parkinson’s disease, compris-
ing:

a movement measuring apparatus for continuously acquir-
ing movement data corresponding to continuous move-
ment of a subject, the movement measuring apparatus
comprising at least one sensor having a signal, and at
least one electronic component and a processor for
detecting and receiving the signal from the at least one
sensor, the at least one electronic component being in
wireless or tethered communication with the at least one
sensor, the processor including a trained algorithm to
calculate a score corresponding to a quantification of
severity of at least one symptom of the subject’s Parkin-
son’s disease in real-time over a period of time, the
trained algorithm being trained to distinguish between
voluntary and involuntary movement, and to generate
information for a subject report based at least in part on
the quantified severity of at least one symptom over the
period of time;

a remote communication station;

a data transmission component in electrical contact with
the processor, the data transmission component for pro-
viding in part two-way communication with the remote
communication station,
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wherein the data transmission component transmits the
information for the subject report to the remote commu-
nication station for a clinician, physician or technician to
review the subject report.

9. The system of claim 8, wherein the clinician, physician
or technician determines, based at least in part on the subject
report, a new recommended treatment protocol of a new drug
dosage, drug protocol or deep brain stimulation (DBS)
parameter.

10. The system of claim 8, wherein the algorithm has
further been trained to automatically determine a new recom-
mended treatment protocol and changes at least part of the
subject report to include the new recommended treatment
protocol.

11. The system of claim 8, wherein the processor and data
transmission component are each part of the same external
processing device which comprises the processor and the data
transmission component and is from the group consisting of
computer, cell phone, or personal digital assistant (PDA).

12. The system of claim 8, further comprising a treatment
delivery device for administering treatment based on a treat-
ment protocol, the treatment delivery device being program-
mable or reprogrammable based on a recommended treat-
ment protocol.

13. The system of claim 12, wherein the treatment delivery
device is a deep brain stimulation (DBS) device, and the
recommended treatment protocol comprises a set of new DBS
parameters to be programmed into the DBS device.

14. A system for continuous real-time quantification of
symptoms of a subject having Parkinson’s disease, compris-
ing:

a movement measuring apparatus for continuously acquir-
ing movement data corresponding to continuous move-
ment of a subject, the movement measuring apparatus
comprising at least one sensor having a signal, and at
least one electronic component and a processor for
detecting and receiving the signal from the at least one
sensor, the at least one electronic component being in
wireless or tethered communication with the at least one
sensor, the processor including a trained algorithm to
quantify severity of at least one symptom of the subject’s
Parkinson’s disease in real-time; and

a device for outputting or otherwise communicating the
quantification of the at least one symptom to a clinician
or other user for review and analysis,

wherein the trained algorithm has been trained to distin-
guish at least in part between voluntary and involuntary
movement, and further in part between two or more
different symptoms of Parkinson’s disease, the symp-
toms from a group consisting of dyskinesia, gait distur-
bances and balance disturbances, bradykinesia, rigidity,
rest tremor, postural tremor and kinetic tremor.

15. The system of claim 14, wherein at least three symp-
toms are quantified and distinguished, and the at least three
symptoms are rest tremor, postural tremor and kinetic tremor.

16. The system of claim 14, wherein the at least two symp-
toms of Parkinson’s disease quantified and distinguished are
rigidity and bradykinesia.

17. The system of claim 14, wherein at least one of the at
least two symptoms of Parkinson’s disease quantified and
distinguished is dyskinesia.

18. The system of claim 14, wherein at least one of the at
least two symptoms of Parkinson’s disease quantified and
distinguished are gait disturbances and balance disturbances.

19. The system of claim 18, wherein at least one of the at
least two symptoms of Parkinson’s disease quantified and
distinguished is rigidity.
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20. The system of claim 19, wherein at least one of the at
least two symptoms of Parkinson’s disease quantified and
distinguished is bradykinesia.
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